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Objective: Intravascular ultrasound (IVUS) has become an important adjuvant diagnostic tool in the treatment of deep venous disease. This study sought to create an IVUS-based scoring system that may predict stent failure in the treatment May-Thurner syndrome.
Methods: There were 118 consecutive patients with May-Thurner syndrome who underwent IVUS-guided stent placement from April 2009 to May 2015 (73 months) at two collaborating institutions. Patients included 86 (73%) women and 32 (27%) men with a mean age of 46 years (range, 17-83 years); 45 (38%), 30 (27%), 25 (21%), and 18 (15%) patients had Clinical, Etiology, Anatomy, and Pathophysiology class 3, 4, 5, and 6 disease, respectively. An IVUS-driven scoring system was derived to assess type of May-Thurner syndrome (nonocclusive or occlusive), disease chronicity (nonthrombotic, acute, or chronic), venous disease length (<180 mm or >181 mm), venous inflow compliance (presence or absence of respiratory variation), iliocaval confluence disease involvement (present or absent), iliocaval confluence stenting obligation (stented or spared), and presence of perivenous collaterals before and after stenting (none or resolved). Six categories were scored with 0 or 1 and one category was scored with 0, 1, or 2. Scores were tabulated for each patient at the time of initial intervention. Patients who developed moderate (>50%) in-stent stenosis, required thrombolysis, or underwent additional stenting procedures during a 2-year period were identified and considered treatment failures.
Results: There were 118 (100%) patients who received anticoagulation and 78 (66%) who were taking an antiplatelet agent. Of the 118 patients, 38 (32%) developed moderate (>50%) in-stent stenosis, required thrombolysis, or underwent additional stenting procedures and were considered treatment failures during the observed period; 80 (68%) required no additional intervention and were considered treatment successes. Overall, mean IVUS score for the entire population was 5.22 (6 1.40). The mean IVUS score in the treatment failure cohort was 5.64 (6 1.20) compared with a score of 4.67 (6 1.47) in the treatment success group (P ¼ .0081). Patients with a score above 4 on this 7-point scale had an increased relative risk to stent failure at 2 years (relative risk, 1.6).
Conclusions: An IVUS-driven scoring system score of 4 or greater during initial intervention for May-Thurner syndrome predicts failure at 2 years. Additional treatment modalities should be considered at implantation to prevent failure. Objective: Identification of a safe and effective medical therapy for abdominal aortic aneurysm (AAA) disease remains a significant unmet medical need. Recent small cohort studies indicate that metformin, the world's most commonly prescribed oral hypoglycemic agent, may limit AAA enlargement. We sought to validate these preliminary observations at a population level.
Methods: All patients with asymptomatic AAA disease managed within the Veterans Affairs Health Care System between 2003 and 2013 were identified. Those with a concomitant diagnosis of diabetes mellitus who also received two abdominal imaging studies (computed tomography, magnetic resonance imaging, ultrasound) documenting the presence and size of an AAA, separated by at least 1 year, were included for review. Maximal AAA diameters were determined from radiologic reports. Further data acquisition was censored after surgical AAA repair when it was performed (Fig) . Comorbidities, active smoking status, and outpatient medication records (within 6 months of AAA diagnosis) were also queried. Yearly AAA enlargement rates, as a function of metformin treatment status, were compared using multivariate mixed-effects modeling with random-intercept and random-slope.
Results: A total of 13,834 patient records, with 58,833 radiographic reports, were abstracted (Fig) . The mean 6 standard deviation radiology follow-up was 4.2 6 2.6 years (Fig) . Average age at AAA diagnosis was 69.8 6 7.8 years, and 39.7% had a metformin prescription around that time. The mean AAA growth rate for the entire cohort was 1.3 6 1.6 mm/y. The unadjusted mean AAA growth rate was 1.2 6 1.9 mm/y for patients with a metformin prescription compared with 1.5 6 2.2 mm/y for those without (P < .001), a 20% reduction. When adjusted for comorbidities, this effect remained significant: metformin prescription was associated with a 0.2-mm reduction in yearly AAA growth rate (95% confidence interval, À0.26 to À0.14; P < .001). A secondary analysis performed on 7462 patients with an initial AAA size of 35 to 49 mm showed a similar inhibitory effect (1.4 6 2.0 vs 1.7 6 2.2 mm/y). Patient factors associated with an increased yearly AAA growth rate were baseline AAA size, metastatic solid tumors, current smoking, chronic obstructive pulmonary disease, and chronic renal disease. Factors associated with decreased growth rates included prescriptions for angiotensin receptor blockers or sulfonylureas and the presence of diabetes-related complications (Table) .
Conclusions: In a nationwide analysis of diabetic Veterans Affairs patients, prescription for metformin was associated with decreased AAA enlargement. Diabetic veteran AAA enlargement rates are less than those previously reported in nonveteran AAA populations. These findings support the conduct of a clinical trial testing the ability of metformin to limit AAA disease progression.
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Five-Year Results
Methods: Eighty-six patients (mean age, 59 years; 73% male) were prospectively enrolled at sites in the United States, Europe, and Australia from 2007 to 2012. Treatment was in the acute phase (14 days after symptom onset) in 55 patients and in the nonacute phase (>14 days; all treated within 90 days) in 31 patients. Five-year clinical and computed tomography follow-up was available for 89% of eligible patients.
Results: The 30-day all-cause mortality rate was 5.5% for acute and 3.2% for nonacute patients (P > .99). Five-year freedom from all-cause mortality was 80% 6 6% for acute and 71% 6 8% for nonacute patients (log-rank test, P ¼ .40). Five-year freedom from dissection-related mortality (including deaths of indeterminate relatedness to dissection repair) was 84% 6 6% for acute and 90% 6 6% for nonacute patients (log-rank test, P ¼ .55). Complete false lumen thrombosis in the thoracic aorta increased over time and was observed in 74% of acute and 59% of nonacute patients at 5 years. From before the procedure through 5 years, 
